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 WW000 INITIAL COMMENTS

This Regulation  is not met as evidenced by:

 WW000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil actions or other 

claims for relief that may be available to any party 

under applicable federal, state or local laws.

The survey was conducted using Nevada 

Administrative Code (NAC) 449, Halfway Houses 

for Recovering Alcohol and Drug Abusers 

Regulations, adopted by the Nevada State Board 

of Health on December 17, 2001 with an effective 

date of 01/01/02.

This Statement of Deficiencies was generated as 

a result of a State Licensure survey conducted at 

your facility on 7/8/09.  The facility is licensed for 

six beds for recovering alcohol and drug abusers.  

The census at the time of the survey was six.  Six 

resident files were reviewed and two employee 

files were reviewed.

The following deficiencies were identified:

 WW004

SS=A
ADMINISTRATOR QUALIFICATIONS

NAC 449.15491

An administrator must:

1. Be at least 21 years of age;

 WW004

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW004Continued From page 1 WW004

This Regulation  is not met as evidenced by:

Based on record review on 7/8/09, the facility 

failed to have evidence the administrator was at 

least 21 years of age.

Findings include:

The administrator's file was reviewed.  The file 

did not contain evidence the administrator was at 

least 21 years of age.

Severity:  1  Scope:  1

 WW005

SS=F
ADMINISTRATOR QUALIFICATIONS

NAC 449.15491

An administrator must:

(2) Have the tests and obtain the certifications 

required by NAC 441A.375 for a person 

employed in a facility for the dependent;

This Regulation  is not met as evidenced by:

 WW005

Based on record review on 7/8/09, the 

administrator failed to comply with NAC 449.375 

regarding tuberculosis requirements.

Findings include:

The administrator's file was reviewed.  The file 

did not contain a copy of a physical or a 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW005Continued From page 2 WW005

certificate from a physician that the administrator 

was in a state of good health, was free from 

active tuberculosis and any other disease in a 

contagious stage.  The file also did not contain 

any copies of tuberculosis skin tests.

Severity:  2  Scope:  3

 WW009

SS=C
ADMINISTRATOR GENERAL DUTIES

NAC 449.1254911:

An administrator shall:

(3) Establish policies, procedures and rules for 

the operation of the facility, including, without 

limitation, the policies and procedures required to 

be established by NAC 449.154915.

This Regulation  is not met as evidenced by:

 WW009

Based on interview on 7/8/09, the administrator 

failed to establish policies and procedures for the 

operation of the facility.

Findings include:

The policy and procedure manual was requested 

for review.  Staff reported the facility did not have 

a manual to review.  It is unknown if the 

administrator has established any policies and 

procedures governing the operation of the facility.

Severity:  1  Scope:  3

 WW011

SS=F
ADMINISTRATOR GENERAL DUTIES  WW011

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW011Continued From page 3 WW011

NAC 449.154911:

An administrator shall:

(5) Ensure that the facility complies with any 

applicable state statutes and regulations and 

local ordinances.

This Regulation  is not met as evidenced by:

NRS 652.060  " Medical laboratory "  defined.  " 

Medical laboratory "  means any facility for 

microbiological, serological, 

immunohematological (blood banking), 

cytological, histological, chemical, hematological, 

biophysical, toxicological, or other methods of 

examination of tissues, secretions or excretions 

of the human body. The term does not include a 

forensic laboratory operated by a law 

enforcement agency.

NRS 652.080 License required; term; renewal; 

inactive status; licensure of laboratory located 

outside state.

1. Except as otherwise provided in NRS 652.217 

and NRS 652.235, no person may operate, 

conduct, issue a report from or maintain a 

medical laboratory without first obtaining a license 

to do so issued by the Health Division pursuant to 

the provisions of this chapter.

2. A license issued pursuant to the provisions of 

subsection 1 is valid for 24 months and is 

renewable biennially on or before the date of its 

expiration.

3. No license may be issued to a laboratory which 

does not have a laboratory director.

4. A license may be placed in an inactive status 

upon the approval of the Health Division and the 

payment of current fees.

5. The Health Division may require a laboratory 

that is located outside of this state to be licensed 

in accordance with the provisions of this chapter 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW011Continued From page 4 WW011

before the laboratory may examine any 

specimens collected within this state if the Health 

Division determines that the licensure is 

necessary to protect the public health, safety and 

welfare of the residents of this state.

Based on interview on 7/8/09, the facility did not 

have a State license to conduct  screening tests 

on 6 of 6 residents.

Findings include:

It was discovered during the survey that staff 

were testing the urine and saliva of residents if 

staff belived them to be under the influence of 

controlled substances. 

Severity:  2  Scope:  3

 WW014

SS=C
ADMINISTRATOR GENERAL DUTIES

NAC 449.154911:

An administrator shall:

(8) Review and approve changes in the policies 

and procedures established pursuant to 

subsection 3 at least annually.  This review must 

be signed and dated.

This Regulation  is not met as evidenced by:

 WW014

Based on interview on 7/8/09, the administrator 

failed to annually review policies and procedures 

for the operation of the facility.

Findings include:

The policy and procedure manual was requested 

for review.  Staff reported the facility did not have 

a manual to review.  It is unknown if the 

administrator has established any policies and 

procedures governing the operation of the facility 

or if the administrator has annually reviewed the 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW014Continued From page 5 WW014

policies and procedures.

Severity:  1  Scope:  3

 WW027

SS=C
POLICIES AND PROCEDURES; 

ESTABLISHMENT; MAINT

NAC 449.154915:

(2) The administrator shall maintain a manual of 

policies, procedures and rules of the facility that 

includes the policies and procedures established 

pursuant to subsection 1.  The manual must be 

available on the premises of the facility at all 

times.

This Regulation  is not met as evidenced by:

 WW027

Based on interview on 7/8/09, the administrator 

failed to maintain a manual of policies and 

procedures on the premises of the facility at all 

times.

Findings include:

According to NAC 449.154915, the facility must 

have policy and procedures concerning the 

following items:

(a) The manner in which records of clients will be 

maintained and protected against unauthorized 

use;

(b) The disclosure of confidential information 

about clients;

(c) The criteria the facility will use to determine 

whether to: 

(1) Admit a client to the facility; and

(2) Discharge a client from the facility;

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW027Continued From page 6 WW027

(d) The discharge of a client for a violation of the 

rules of the facility;

(e) The discharge of a client for the use of alcohol 

or drugs;

(f ) The rights and responsibilities of a client; and

(g) The evacuation of clients in case of fire or 

other emergency as required by NAC 

449.154945.

The policy and procedure manual was requested 

for review.  Staff reported the administrator did 

not keep a manual of the policy and procedures 

covering the above listed items in the facility.

Severity:  1  Scope:  3

 WW035

SS=F
HEALTH AND SANITATION

NAC 449.154919:

(3) To the extent practicable, the premises of the 

facility must be kept free from:

      (d) Accumulations of dirt, garbage and other 

refuse.

This Regulation  is not met as evidenced by:

 WW035

Based on observation on 7/8/09, the facility was 

not free of dirt.

Findings include:

During a tour of the facility at 8:00AM, all of the 

air intake vents throughout the facility were 

coated with a thick layer of dust and dirt.

Severity:  2  Scope:  3

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW037Continued From page 7 WW037

 WW037

SS=D
HEALTH AND SANITATION

NAC 449.154919:

(5) All windows that are capable of being opened 

in the facility and all doors that are left open to 

provide ventilation for the facility must be 

screened to prevent the entry of insects.

This Regulation  is not met as evidenced by:

 WW037

Based on observations on 7/8/09, all windows 

capable of being opened were not screened to 

prevent the entry of insects.

Findings include:

During a facility tour, two windows in bedroom #4 

were missing screens and one window screen 

located in bedroom #3 was frayed and would not 

prevent the entry of insects.  

Severity:  2  Scope:  1

 WW041

SS=D
LAUNDRY FACILITIES

NAC 449.154921:

(2) The laundry area in a facility must be 

maintained in a sanitary manner.  All the 

equipment in the laundry area must be 

maintained in good working condition.  All dryers 

must be ventilated to the outside of the building.

This Regulation  is not met as evidenced by:

 WW041

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW041Continued From page 8 WW041

Based on observations on 7/8/09, the laundry 

area was not clean.

Findings include:

During a tour of the laundry room, a large amount 

of lint build-up was observed behind the dryer.

Severity:  2  Scope:  1

 WW042

SS=D
KITCHENS; STORAGE OF FOOD

NAC 449.154923:

(1) The kitchen in a facility and the equipment in 

the kitchen must be clean and must allow for the 

sanitary preparation of food.  The equipment 

must be in good working condition.

This Regulation  is not met as evidenced by:

 WW042

Based on observation on 7/8/09, the stove was 

not in good working condition.

Findings include:

During a tour of the kitchen, it was discovered 

that the stove did not work.

Severity:  2  Scope:  1

 WW057

SS=D
FIRST AID

NAC 449.154933:

(1) A first aid kit must be available at the facility.  

The first aid kit must include, without limitation:

      (e) A shield or mask to be used by a person 

 WW057

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW057Continued From page 9 WW057

who is administering cardiopulmonary 

resuscitation.

This Regulation  is not met as evidenced by:

Based on observation on 7/8/09, the first aid kit 

was not complete.

Findings include:

The first aid kit did not contain a cardiopulmonary 

resuscitation shield or mask.

Severity:  2  Scope:  1

 WW062

SS=F
MEDICATION

NAC 449.154935:

(2) Medication for self-administration may be kept 

at the facility.  That medication must:

      (b) Be stored and controlled in a manner that 

protects the medication from unauthorized use.

 

This Regulation  is not met as evidenced by:

 WW062

Based on interview and observation on 7/8/09, 

medications for self-administration were not 

secure.

Findings include:

During an interview with staff, staff members 

reported that most of the residents were taking 

"psych" medications and were keeping their 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW062Continued From page 10 WW062

medications in their rooms.  None of the bedroom 

doors were equipped with locks to prevent other 

residents from entering rooms and taking 

medications.

Severity:  2  Scope:  3

 WW076

SS=C
CLIENT FILES; MAINTENANCE; CONTENTS; 

CONFIDEN

NAC 449.154943:

(1) An administrator shall ensure that the facility 

maintains a separate file for each client of the 

facility and retains the file for at least 5 years after 

the client permanently leaves the facility.  

The file must be kept locked in a location that is 

protected against unauthorized use.  Each file 

must contain the information obtained by the 

facility that is related to the client, including, 

without limitation:

      

      (a) The full name, address, date of birth and 

social security number of the client.

This Regulation  is not met as evidenced by:

 WW076

Based on record review on 7/8/09, 6 of 6 resident 

files were not complete.

Findings include:

Six resident files were reviewed.  None of the files 

contained former addresses, if any, of the 

residents.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 WW076Continued From page 11 WW076

Severity:  1  Scope:  3

 WW079

SS=F
CLIENT FILES; MAINTENANCE; CONTENTS; 

CONFIDEN

NAC 449.154943:

(1) An administrator shall ensure that the facility 

maintains a separate file for each client of the 

facility and retains the file for at least 5 years after 

the client permanently leaves the facility.  

The file must be kept locked in a location that is 

protected against unauthorized use.  Each file 

must contain the information obtained by the 

facility that is related to the client, including, 

without limitation:

      (d) Evidence of compliance with the 

provisions of NAC 441A.380.

This Regulation  is not met as evidenced by:

 WW079

Based on record review on 7/8/09, the facility 

failed to ensure 6 of 6 residents complied with 

NAC 449.380 regarding tuberculosis (TB) testing.

Findings include:

Resident #1 - The resident's file did not contain 

evidence of a two-step TB skin test.

Resident #2 - The resident's file did not contain 

evidence of a two-step TB skin test.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Resident #3 - The resident's file contained a 

one-step TB skin tested dated 5/6/09, but the file 

did not contain the second-step.

Resident #4 - The resident's file contained a 

one-step TB skin tested dated 5/14/09, but the 

file did not contain the second-step.

Resident #5 - The resident's file did not contain 

evidence of a two-step TB skin test.

Resident #6 - The resident's file contained a 

one-step TB skin test dated 8/2/07.  The file did 

not contain any other TB skin tests.

This was a repeat deficiency from the 12/26/08 

Complaint Investigation.

Severity:  2  Scope:  3

 WW086

SS=F
SAFETY FROM FIRE

NAC 449.154945:

(2) The administrator shall ensure that the facility 

has a plan for the evacuation of clients in case of 

fire or other emergency.  The plan must be:

      (c) Discussed with each client at the time of 

his admission.

This Regulation  is not met as evidenced by:

 WW086

Based on record review on 7/8/09, the 

administrator failed to ensure the evacuation plan 

had been shared with 6 of 6 residents.

Findings include:

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Six resident files were reviewed.  The files did not 

contain evidence the evacuation plan had been 

discussed with residents at admission.

Severity:  2  Scope:  3

 WW091

SS=F
SAFETY FROM FIRE

NAC 449.154945:

5. Smoke detectors installed in a facility must be 

maintained in proper operating condition at all 

times and must be tetsed monthly. The results of 

the tests conducted pursuant to this subsection 

must be recorded and maintained at the facility. 

This Regulation  is not met as evidenced by:

 WW091

Based on interview on 7/8/09, smoke detectors 

were not being tested monthly.

Findings include:

Staff reported they were not testing facility smoke 

detectors monthly.

Severity:  2  Scope:  3

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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